BM donors can experience significant pain in the first 12-24 h following harvest. 1 In fact, in cases where the harvest is scheduled on an outpatient basis, inadequate pain control is one of the primary reasons for admission and is the most prominent factor in decreasing the healthrelated quality of life of the donors. 2 We present a case where a bilateral paravertebral block (PVB) was performed prior to BM harvest to decrease postoperative pain.
A 42-year-old woman with a past medical history of bipolar disorder, obsessive-compulsive disorder and history of opioid abuse presented to the operating room for BM harvest. Twelve years prior, the patient registered with the national marrow registry when a neighbor was in need. Her psychiatric illnesses were diagnosed after registration and she received in-patient psychiatric treatment with electroconvulsive therapy as recently as 2 years prior to the presentation.
Multiple inquiries were made to determine whether another donor was available but to no avail. In the weeks preceding donation, the patient was seen frequently by her psychiatrist who determined that her psychiatric conditions were stable, that she was capable of making the decision to be a donor and donation would be unlikely to precipitate an exacerbation of symptoms.
We discussed general anesthesia and prone positioning with the patient. In addition, we advised that postoperative pain was to be expected and that we could possibly decrease pain using bilateral paravertebral nerve blocks. The patient's history of opioid abuse made her eager to avoid narcotics to the greatest extent possible.
After all consents were obtained, the patient was sedated with midazolam and fentanyl and positioned sitting. Bilateral PVBs were performed at levels T11, T12 and L1 by injection of 4 mL of 0.75% ropivacaine at each level. BM harvest was completed without difficulty under general anesthesia.
We were unable to assess the blocks prior to induction of anesthesia due to time constraints, but there was no change in heart rate or blood pressure on initiation of the procedure and no intraoperative opioids were required. Postoperatively, the patient had a band of hypoesthesia to ice from T10 to L1 dermatomes bilaterally.
The patient had an uneventful stay in the post-anesthesia care unit and required three 10-mg doses of oxycodone throughout postoperative day #1. Prior to discharge the patient reported a 5/10 pain score. She stated that her pain started increasing the previous evening at 2000 hours when she felt the numbness subsiding.
Pain control remains one of the most important issues among BM donors. Multiple modalities for analgesia have been proposed with varying degrees of success: local anesthetic, patient-controlled analgesia, opioids and eutectic mixture of local anesthetics cream. 3, 4 In one trial, regional anesthesia in the form of a caudal block was effective for BM harvesting in children. 5 Outpatient regimens of acetaminophen with codeine demonstrated incomplete relief of pain. 6 Chern et al. injected 10 mL of 0.5% bupivacaine into either the right or the left crest at the conclusion of harvest in 25 donors, and observed a marked decrease in pain scores at the treatment site vs the control site. A double-blinded study of patients who had autologous iliac crest bone grafts also showed improved analgesia with local infiltration. 8 Most recently, a retrospective review of nearly 300 cases failed to demonstrate a clear advantage of regional anesthesia over general anesthesia for BM harvest, although satisfactory postoperative analgesia was not considered in that study and regional anesthesia was limited to subarachnoid block. 9 PVBs provide pre-emptive analgesia by blocking all sensory input, including sympathetic input from the surgical site prior to the injury. 10 They have been shown to reduce hospital stay, decrease postoperative nausea and vomiting, decrease blood loss and increase patient satisfaction. 11 Although local anesthetics can provide a hypoesthetic band for greater than 12 h, the analgesia provided by the PVBs often outlasts what might be expected from the duration of the local anesthetic alone. 12 The risk of chronic pain may be lower in those who received PVBs as well. 13 In a patient without significant spine deformities and normal coagulation parameters, PVBs can be performed in a timely manner with a few complications. On the basis of a review incorporating eight studies, the success rate is not lower than 87% and frequently approaches 100%. 11 All patients incorporated into that review underwent herniorrhaphy or breast surgery and complications noted included pneumothorax (0.5%), vascular puncture (3.8%) and hypotension (4.6%).
14 When considering which spinal levels to anesthetize, one must consider the primary pain generator. In this case, the periosteum of the ilium is likely to be the largest component of pain, with contributions from the overlying skin and soft tissue. The skin overlying the iliac crest is innervated by the subcostal nerve (T12). The osteotomes of the upper iliac crest are L1 and L2.
Applying the same principle to this patient, bilateral PVBs could be expected to augment her analgesia postoperatively, especially during the anesthesia recovery period where pain is reported as the most severe. The noticeable change in pain level at 2000 hours on the evening of surgery is consistent with the duration of PVB.
